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The Vaginal Spread: Its Usefulness As A 
Diagnostic Aid In 1000 Cases* 


By 


Ropert E. Serpers, M. D., F. A. C. S. 
Columbia, South Carolina 


When the physician is advised! to take a routine 
spread for cytology studies on every female patient 
he examines as a diagnostic aid in the detection of 
early cancer of the uterus, he very naturally asks what 
results he can expect to achieve to make this added 
expense and effort worthwhile to himself and to his 
patient. In order to answer these and other questions 
this preliminary study of the incidence of uterine 
carcinoma in approximately 1000 cases is offered. 


Two groups of patients are analyzed. The first group 
consists of patients from the author’s private practice. 
The other group consists of patients of physicians in 
South Carolina, North Carolina and Georgia who have 
sent in spreads by mail for study. 


Table No. 1 is an analysis of the studies made on 
the inside cases. Group 1 comprises 251 patients who 
had cytological interpretations from October 1, 1945, 
to January 1, 1947. During this period the studies 
were not made routinely. The majority of spreads 
were made on gynecological patients with assorted 
complaints and a few obstetrical patients who showed 
some deviation from the normal appearance of the 
cervix or who had some irregular bleeding. It must 
be emphasized that the studies were not restricted to 
those cases in whom we suspected cancer. In this 
group there were: one early, invasive, epidermoid 
carcinoma of the cervix, Grade I, one early invasive 
epidermoid carcinoma of the cervix, Grade II (pre- 
viously reported ),2 and one adeno-acanthoma of the 
fundus. 


Group 2, from January 1, 1947, to August 13, 1947, 
numbered 192. This represents the taking of routine 
cytology studies on every gynecological patient and 
those parturients whose cervices showed a deviation 
from a normal appearance. Among these was found 
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TABLE I 


Incidence of Carcinoma in Inside Cases, with Cyto- 
logic, Biopsy and Pathologic Findings 


Oper. 
































Number | Positive | Biopsy Spec. 
Patients |Cytology | Positive | Positive | Incidence 
Group1/ 251 | 3 | 2% | 3 | 129% 
Group2| 192 | 1 | 1 | 1 | 5% 
Group3| 231 | 4 | a | 4 | 17% 
Group4| 99 | 1. | le | 1 1. % 
TOTAL | 773 aS, 9 1.1% 
a. Biopsy negative, operative specimen showed 


adeno-acanthoma of fundus. 

b. Biopsy negative, operative specimen showed pre- 
invasive carcinoma of the cervix. 

c. Punch biopsy positive, wedge biopsy negative, 
operative specimen showed invasive carcinoma of 
the cervix. 


one positive, adeno-carcinoma of the fundus, early 
invasive. 


Group 3, from August 13, 1947, to May 1, 1948, 
consists of 231 patients. These were routine studies 
made consistently on all new patients, both obstetrical 
and gynecological and included a few post partum 
cases where there were incompletely healed cervices. 
In this group four positive were found. Three were 
epidermoid carcinomata of the cervix, Grade I, and 
one adeno-carcinoma of the fundus. 


Group 4, from May 1, 1948, to August, 1948, in- 
cluded all patients coming in for physical examina- 
tion who had not had previous cytological studies in 
six months and all post partum cases. One positive 
was found in the 99 comprising this group. 
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TABLE II 


Incidence of Carcinoma in Outside Cases, with Cyto- 
logic, Biopsy and Pathological Findings 


Number Positive Biopsy Oper. Snece. Not 
Patients Cytology Positive Positive Operated 
310 62 4b i 5 


a. One case evident carcinoma, cells not recognized 
until biopsy specimen examined. 

b. One case clinically carcinomatosis, one case re- 
fused biopsy. 








TABLE III 
Symptoms or Signs in Proven Positive Cases 
| Epidermoid Adeno- | Adeno- 
Symptoms or Carcinoma Carcinoma | Acanthoma 
Signs of Cervix of fundus of fundus 
None 4 | Ja 0 
Irregular Bleeding 2 2 1 
Non-traumatic 
Irregular Bleeding 1 0 0 
° | 
Post-traumatic 
Eroded, or ulcer- | 
ated Cervix 4 0 0 
TOTAL 11 3 1 











a. Normal regular periods at age 53. 


The gradual increase in the indication for cyto- 
logical studies was prompted by the finding of cancer 
among certain groups upon whom we had not been 
routinely taking the spreads. It has been our ex- 
perience that looking at, palpating and otherwise 
examining the cervix is completely valueless in de- 
ciding whether or not it is the site of an early 
malignancy. Many cases in which we were so 
suspicious, both from the history of bleeding and the 
appearance and feel of the cervix, that we took 
biopsies at the time the cytology studies were made 
were completely negative for cancer. As is indicated 
in Table III only eleven of the fifteen cases that were 
found to be positive had either clinical findings or 
history suggestive of the possibility of malignancy. 
Four of the positive cases were devoid of symptoms 
or signs in any way suggestive of either malignancy 
or other uterine pathology. One of these was in the 
course of an apparently perfectly normal pregnancy 
and is reported below. Another was two months after 
a normal delivery with a slightly unhealed area on 
the cervix; biopsy from this area was negative; later 
other biopsies were positive. 


When we examine Table II analyzing the cases sent 
in by other physicians, we do not find the expected 
higher incidence of cancer that might be anticipated 
since the majority of these spreads were made from 
patients with distinctly suspicious histories of bleeding 
with or without obvious ulcers or enlargement of the 
fundus. In this group the over all incidence of 
carcinoma is nearly two percent. However, if we 
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eliminate one patient with obvious carcinomatosis, 
whose slides were sent in as a matter of interest only— 
the diagnosis being readily made clinically—we find 
in this group, nearly all of whom could be called 
“suspicious”, an incidence of 1.6%. This is almost 
exactly the same as in our group 3 (all patients, both 
obstetrical and gynecological, except routine post- 
partum studies). These figures dramatically point to 
several fundamentals in the modern conception of 
uterine cancer, which force us to change our thinking 
in attempting to recognize cancer in its early stage. As 
has been demonstrated by Pund,3 “Preinvasive car- 
cinoma (of the cervix) gives rise to no symptoms and 
cannot be detected by physical examination.” In 
previous studies the same author4 reported on 1200 
surgically removed cervices in which “preinvasive 
carcinoma was found in 47, an incidence of 3.9%. 
No preinvasive carcinoma was detected on gross ex- 
amination (of the removed organ). Only 28% of 
those patients on whom adequate data were available 
had complained of some form of intermenstrual bleed- 
ing.” 


The carcinomata of the cervix that may be recog- 
nized clinically and demonstrated at operation or in 
gross pathology or in pictures are not early carcinomas. 
It is most unfortunate, but a natural consequence of 
this observation that the picture called to mind by 
uterine cancer among the majority of physicians is 
not early cancer but is advanced and_ probably 
questionably curable cancer. Preinvasive cancer of the 
cervix, which is the first stage of cancer, begins at the 
junction of the stratified squamous epithelium cover- 
ing the vaginal portion of the cervix with the single 
layer of columnar epithelium characteristic of the 
cervical canal. This juncture may easily be recognized 
in the normal cervix as it is the meeting place of the 
grayish epithelium of the vagina with the somewhat 
pink epithelium of the cervical canal. The lacerated, 
infected or eroded cervix may distort this juncture to 
the eye but not on microscopic sections as a rule. The 
cancerous change continues up the cervical canal and 
out into the fibrous tissue of the cervix and rather 
rarely appears on the surface of the vaginal cervix 
unti late in its life. The cauliflower growth seen eithér 
protruding from the cervix or replacing it, therefore, 
usually represents the third or fourth stage of its 
development. 


Fundal carcinoma likewise in its early stages is not 
characterized by enlargement of the uterus, massive 
hemorrhage or constant bleeding. These are un- 
fortunately the symptoms and signs which bring the 
possibility of carcinoma to the mind of the majority 
of examiners: these are not symptoms of early but 
of advanced endometrial cancer. Early carcinoma of 
the cervix and fundus are unfortunately without 
symptoms or signs in the majority of cases and the 
diagnosis must depend on the utilization of every 
possible means, including clinical observation, careful 
history taking and more particularly studies of the 
cytology, whether by the spreads or biopsy or both.5 
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It has been observed that 60% of women with endo- 
metrial cancer continued to menstruate after age fifty, 
while only 15% of the women without the disease 
still menstruated beyond that age period.6 


At what age should one suspect cancer of the 
uterus? Again the general concept is in error because, 
as noted above, clinically demonstrable cancer is not 
early cancer. Pund and Auerbach4 found the average 
age of patients with preinvasive carcinoma of the cer- 
vix to be 36. In this study the youngest patient in the 
series was 24. Speert7 reported two cases, adeno-car- 
cinoma of the cervix in a girl of 12 and epidermoid 
carcinoma of the cervix at 19. Pollack and Taylor® 
collected thirty proven cases from the literature under 
twenty years of age, including twelve between three 
months and twelve years of age. 


Should cytology supplant biopsy in the diagnosis of 
early malignancy? It is regrettable that this question 
should ever have arisen. There is no more conflict 
between cytology and biopsy than there is between 
the stethoscope, the microscope and the x-ray in the 
diagnosis of early tuberculosis. Many physicians admit 
that they do not do as many biopsies as perhaps they 
feel they should because of inconvenience and cost. 
While biopsy of the cervix or of the endometrium is 
a relatively simple procedure, once the method has 
been learned, and can be readily carried out in the 
office, it does take some special training and facilities 
not readily available to the non-gynecologist. Gather- 
ing material for cytology studies may be done by any 
physician without pain or inconvenience to the patient 
as a part of the routine examination of the cervix, and, 
indeed, can be done without the patient realizing 
that such a test is being made, and, therefore, having 
any apprehension while awaiting the report of the 
interpretation. The technique for the mailing method 
is outlined later in this paper. Positive cytological 
findings should of course, be confirmed by biopsy: 
endometrial, endocervical and of the squmo-columnar 
junction. In one case in this series two biopsies were 
negative, but hysterectomy was performed because of 
the positive cytology associated with cystocele and 
rectocele in a patient in the fifth decade. Carcinoma 
in situ was found in one block only, in the remainder 
of the cervix there was chronic cervicitis. This forcibly 
illustrates the observation that carcinoma does not 
originate in the entire cervix, but only in one focus, 
so that a biopsy may miss the area of neoplastic change 
by a few millimeters or by one-half the circumference 
of the cervix. On the contrary, occasionally we have 
found a few suspicious cells in the first cytological 
examination and several spreads on different days 
show no suspicious cells. This occurred in one case 
and the biopsy was positive. Subsequent cytology 
studies revealed hardly a low power field that did 
not show malignant cells. 


In one case of carcinoma of the fundus the cytology 
was positive, associated with a history of postmeno- 
pausal spotting. Endometrial biopsy showed no 
malignancy. Examination under anesthesia showed no 
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uterine enlargement. Routine curettage before ad- 
ministering radium showed a small area of adeno 
acanthoma. 


In one patient with traumatic bleeding, ulcerated 
cervix, showing positive cytological findings, a punch 
biopsy showed definite carcinoma. A wedge removed 
with a scalpel to include the endocervix and portio 
was taken from the only area that subsequent section- 
ing of the operative specimen revealed to be free of 
carcinoma. 


On the contrary, a negative cytology interpretation 
neither rules out carcinoma nor precludes the neces- 
sity for biopsy if other findings suggest it. In this 
series slides were sent in by a physician which we 
interpreted as negative: he very wisely did not let 
this deter him (all of our negative reports routinely 
carry the statement, “a negative report has not the 
diagnostic significance of a positive.” This physician 
did a biopsy and found invasive carcinoma. On our re- 
examination of the slides, malignant cells were pres- 
ent. This was no failure of the science of cytology, 
but human failure to see intelligently what was there 
to be seen. 


October 1945 to about March 1946 the 
technique used was that modification of the original 
Papanicolaou method proposed by Papanicolaou and 
Marchetti9 and consisted of aspiration of cervical 
mucus through a small metal cannula attached to a 
syringe. For about a year this method was used ex- 
clusively and then the modification proposed by Ayre 
was adopted in the majority of cases, which consists 
of using a shaped wooden tongue depressor blade 
not only to secure mucous directly from the cervix 
but to get a scraping, or as Ayre! calls it, a “surface 
biopsy” of the superficial cells. We have modified 
this method slightly in having the spatula made of 
copper which is boiled with the instruments and can 
be used repeatedly. This spatula is rotated in the 
cervix with some pressure not only to pick up the 
secretions but some of the surface cells. The material 
is spread on two slides. 


From 


The method of interpretative procedure in the 
laboratory is as follows: after fixation and staining, all 
slides are examined, written descriptions are recorded 
and graded as normal, suspicious or 
malignant by the senior technologist. The author, with- 
out reference to the patient’s name, history, or the 
previous interpretation examines each slide and 
classifies it in one of the above classifications. Then 
he reads the report of the technologist. If they are in 
agreement, the case history is studied, and re- 
examination of the slides is made if indicated. In this 
manner two observers make individual interpretations 
without initial prejudice arising from physical findings 
or history. A negative history or lack of physical 
findings does not modify the interpretation: positive 
history or signs indicate a review of a negative report. 


they are 


In this series 12,000 slides were examined in 700 
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working days and neither of the examiners spends 
full time on this phase of the work. The work of the 
technologist is estimated at three hundred and of the 
author one hundred working days. 


In comparing the value of this and other routine 
laboratory studies it may be of interest that the 773 
patients of the author all had serology tests for 
syphilis in the Laboratory of the South Carolina State 
Board of Health with the exception of those who had 
had a negative test in that laboratory in six months. 
In this group there were only three positive serologies 
and all three of these had given a history of infection 
and treatment: none of these were active and in need 
of treatment. There were in this group of patients no 
unexpected syphilitics to compare with a minimum of 
four completely unexpected cancers. 


This group to a very large extent would be typical 
of the patients consulting a general practitioner, as 
they were about equally divided between obstetrical 
patients and so-called gynecological patients. The 
jatter group represents the whole range of female 
complaints and fifty percent of them could be classi- 
ried as medical patients rather than gynecological 
patients. This fifty percent complained of nervous- 
ness, fatigability, hot flushes, overweight, amenorrhea 
in the non-pregnant, high blood pressure and domestic 
infelicity. The other fifty percent were made up of 
cases of infertility, irritating vaginal discharge, 
urinary discomfort, as well as straight gynecological 
problems, such as irregular bleeding, prolapsus uteri 
and the like. This series may be compared with the 
report recently by Fremont-Smith11 and Graham of 
their findings in the 308 patients coming to an intern- 
ist. There was an incidence of carcinoma diagnosed 
by the spreads of 1.3%. 


The following case illustrates the value of routine 
cytology studies in the absence of symptoms or signs. 
This patient, 32 years old, was examined on January 
12, 1948, in her second pregnancy, the last period 
having been on October 12, 1947. No symptoms other 
than those of an early pregnancy were present. It was 
noted that the cervix was somewhat red, but not 
ulcerated. The variation in nuclear shape and size 
(Fig. 1) made us class this as suspicious and repeated 
spreads were made. This patient was kept under 
cytological observation rather longer than usual as 
we did not want to disturb her pregnancy, and some 
of the slides showed less atypical cells than others. On 
March 16, 1948, a punch biopsy (Fig. 2) revealed 
“preinvasive carcinoma of the junctional endocervix” 
(E. R. Pund, M. D., Department of Pathology, Univer- 
sity of Georgia). The question immediately arose as 
to whether the pregnancy should be interrupted at 
once, or should be allowed to go to term, with ab- 
dominal hysterotomy, followed by a hysterectomy. 
Doctor Richard TeLinde and Doctor Nicholson East- 
man of Johns Hopkins kindly acted as consultants 
(by mail) and suggested allowing the pregnancy to 
continue. Doctor Pund suggested curettage of the 
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Fig. 1.—Malignant Cells. 
Note nuclear variations. 





Fig. 2.—Biopsy. 
a en i Sa ail aid 
re-invasive Carcinoma of Cervix. 


endocervix to see to what extent the growth had gone 
up the canal. This was done on April 28, 1948, and 
showed definite limitation of the neoplasm to the 
vaginal endocervix. Coincidentally, she had a retro- 
placental hemorrhage, as we found out afterwards, 
a few days before, and several hours after curettage 
of the cervix she went into labor, delivering a pre- 


mature non-viable infant. On May 29, 1948, 
hysterectomy was performed, removing the cervix 
with a generous cuff of the vagina. Tubes and ovaries 
were left in situ, no disection of broad ligaments or of 
the pelvis was done. Pathological report on the 
operative specimen (Fig. 3) is as follows: “Slight 
hypertrophy of the body of the uterus; area of 
coagulation necrosis involving’ the endometrium and 
underlying muscle 1.5 cm. broad, 4 cm. long and 1 
cm. deep. The large vascular channels (placental site ) 
are thrombotic. Healed bilateral lateral lacerations of 
the external os which is linear. Excess mucous activity 
of the endocervical glands. Preinvasive carcinoma of 
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Fig. 3.—Operative Specimen. 
Mouth of gland occluded by epithelioma. 




















Fig. 4.—Gross Specimen. 
No evidence of malignancy macroscopically. 


junctional endacervix involving the surface and 
mouths of a few glands and extending approximately 
1 cm. into the endocervical canal. The neoplasm is 
present in five of six radial sections of the junctional 
cervix.” (E. R. Pund, Department of Pathology, 
University of Georgia.) The photograph of the opera- 
tive specimen (Fig. 4) shows absence of macroscopic 
change in the cervix. 


A physician desiring to have a cytology study made 
may mail the specimen to a laboratory using the fol- 
lowing method: 


Instructions to the Patient: She should not have 
used any vaginal medications for twenty-four hours 
before the slides are taken, either suppositories or 
vaginal creams. However, if the patient has used 
something of this sort and lives out of the area, the 
physician can swab the cervix gently with a cotton 
pledget, as often the slides can be interpreted in spite 
of the treatment. If the patient lives in town and can 
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come back conveniently it would probably be better 
to have her make a return visit to be sure the staining 
of the cells would not be interfered with by the 
medication. 


Method of Obtaining Spreads: Preceding bimanual 
examination a bivalve speculum is inserted into the 
vagina without any lubricant—any lubricant may cause 
interference with the staining reaction. Following 
adequate exposure of the cervix a wooden tongue 
depressor blade is pressed firmly against the cervix 
and rotated so that cervical secretion is obtained. This 
is spread on two slides, the area to be covered being 
about the size of a postage stamp. The slides are 
dropped while still wet into a solution of equal parts 
of 95% alcohol and ether. An ordinary paper clip 
attached to the slide will keep the slides from sticking 
together while in the alcohol ether mixture. 


In the nulliparous and conical cervix the tongue 
depressor should be pointed somewhat by trimming 
with a knife so that it enters the cervix and scrapes 
the squamo-columnar junction. 


The slides should remain in the alcohol ether at 
least one hour for fixation. After fixation the slides are 
lifted out of the mixture, but are not allowed to dry 
before two drops of glycerin are put on the smear side 
of each slide and a clean unused slide put on top of 
it, pressed down firmly. It is of the greatest impor- 
tance not to allow the slides to dry once the secretion 
is put on them, either before putting them in the 


alcohol-ether mixture or afterwards. 


History sheet forms and mailing containers may be 


obtaained from the laboratory. 


Conclusion: We believe we have demonstrated that 
early carcinoma can be detected through cytological 
studies by a method which is free of inconvenience 
and simple so far as physicians and patients are con- 
cerned. We believe that the study amply demonstrates 
the efficiency of this procedure as a screening test to 
be used routinely. An incidence of from one to two 
percent of carcinoma in this series of patients is 
sufficiently large to make the test worthwhile both 


to the physician and to the patient. 


We wish to acknowledge with gratitude the untiring 
helpfulness, inspiring encouragement and sound ad- 
vice given to the laboratory by the following honorary 
consultants: J. Ernest Ayre, M. D., The Cytology 
Center, Montreal, Canada; Edgar R. Pund, M. D., 
Professor of Pathology, University of Georgia, School 
of Medicine, Augusta, Georgia; Henry H. Plowden, 
M. D., Pathologist, Columbia Hospital, Columbia, 
South Carolina. 
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Outline of Essential Treatment of 


Bulbar Poliomyelitis 


James L. Wixson, M. D. 
Professor of Pediatrics and Communicable Diseases 
University of Michigan 
Ann Arbor, Michigan 


(This paper was read at the First International Polio- 
myelitis Conference, in New York, July 12, 1948. It is 
essentially the same talk which was recently presented 
by Dr. Wilson before the Columbia Medical Society. 
It is of such interest at this time when poliomyelitis 
has been such a diagnostic and therapeutic problem 
that we are glad to publish it for the benefit of those 
who were not privileged to hear Dr. Wilson in Colum- 


bia.—Editor. ) 


One should not begin a discussion of the treatment 
of bulbar poliomyelitis without first spending a 
moment for definition of terms. The phrase, “bulbar 
poliomyelitis,” is a bad one but so entrenched in medi- 
cal terminology that we must continue to use it. It 
refers to the type of disease where the medulla is 
attacked, resulting in paralysis of one or more of the 
muscles innervated from that area, such as_ the 
pharynx, soft palate, larynx, facial muscles, or dis- 
turbances in the respiratory and vasomotor centers, 
ill-defined in position though they may be. The term, 
“bulbar poliomyelitis,” does not refer to respiratory 


muscle paralysis, that is, involvement of the dia- 
phragm and intercostal muscles which are innervated 
from the cord. Many of the conditions resulting from 
involvement of the brain stem, however, can result in 
respiratory disturbances by other means than respira- 
tory muscle paralysis. 


We have a right to be insistent upon the importance 
of therapy in so-called bulbar poliomyelitis since the 
pharyngeal paralysis, as other bulbar palsies, is 
temporary and, if we can keep a patient alive for four 
or five days, in all probability he will survive and 
completely recover, at least from the pharyngeal 
paralysis. I will spend only a moment on general or 
systemic treatment. We obviously have no specific 
way to treat poliomyelitis in the acute stage, and this 
is as true of brain stem involvement as of the spinal 
disease. Many attempts have been made to reduce 
the effect of the virus on the central nervous system 
both by dehydration and overhydration of the brain. 
Although still used, it seems to me that there is little 
evidence that can stand analysis that these procedures 
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have been effective. As is well known, attempts to in- 
fluence the course of the disease by specific serum 
treatment also have been carried out many times. 
None of these therapeutic adventures has been proved 
successful by a critical analysis of controlled observa- 
tions and, accordingly, I will not discuss them further. 


Wherever there is respiratory difficulty, oxygen may 
be of value. The use of oxygen-enriched atmospheres 
certainly will increase the alveolar concentration of 
oxygen and, where there has been previously a defect 
due to faulty respiration, this defect will be corrected. 
However, it must be remembered that oxygen therapy 
will not aid the other function of respiration, that is, 
the excretion of carbon dioxide. There is a great 
tendency to resort to an oxygen tent or oxygen therapy 
as a panacea for any respiratory difficulty and, al- 
though the oxygen in itself cannot do harm, reliance 
on oxygen alone and incarceration of a patient in an 
oxygen tent where he cannot be closely and minutely 
observed and other treatment carried out may result 
in much more harm than good. Since there is no 
specific or effective systemic treatment, we must re- 
sort to symptomatic treatment and, even although not 
specific, such procedures as are possible are of extreme 
importance and can often make the difference between 
life and death. The treatment of bulber poliomyelitis 
is probably more important and effective than the 
treatment of any other type of poliomyelitis during the 
acute stage. 


I must emphasize that one cannot intelligently con- 
sider treatment of the various circumstances in “bul- 
bar” poliomyelitis without spending a great deal of 
time in exact differential diagnosis of the complex 
symptoms that we see. Discussion of this problem has 
been covered. Although vasomotor disturbances and 
other ill effects may result from involvement of the 
brain stem in this disease, I will confine my discussion 
to a consideration of the respiratory difficulties. This 
will not include paralysis of respiratory muscles in- 
nervated obviously from the upper part of the spinal 
cord. 


Although different palsies occur .in the same patient, 
nevertheless, for clear thinking, we must discuss the 
therapy of each type of involvement separately. We 
will, therefore, discuss the treatment of the effects of 
pharyngeal paralysis, of laryngeal paralysis, and of 
respiratory center involvement, even though at times 
it may be extremely difficult to differentiate the over- 
lapping and interlocking effects of these various dis- 
turbances. 


The treatment of pharyngeal paralysis can be sum- 
marized by listing briefly the Do’s and Don’ts. Under 
“What Should Be Done,” we consider postural drain- 
age and aspiration of the pharynx of first importance 
with the possibility of tracheotomy always under con- 
sideration. Under “Don'ts,” we would emphasize the 
danger of oral feeding or gavage or the use of atropine 
or of sedatives. The purpose of the treatment of 
pharyngeal paralysis is to furnish a free airway for 
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effective respiration, first, by keeping the pharynx so 
free of secretions that pulmonary aspiration will not 
take place and that the patient will be able to relax 
and to sleep and, second, if the first is impossible, by 
tracheotomy. We should be most fearful, first, of 
aspiration of secretions or vomitus with consequent 
attacks of anoxia, which will greatly influence the 
course of the disease for the worse and, second, of 
the serious ill-effects of accumulative fatigue which 
in itself probably can be very serious. 


Postural drainage should always be effected. By 
postural drainage we mean real postural drainage with 
the head at least a foot lower than the feet, and some- 
times carried out to such an extent that the patient 
has to be tied by his feet to the bed to keep from 
sliding out. He is often benefitted by being on his side 
or on his face with his face turned to one side. With 
many patients, however, postural drainage will not 
result in such complete drainage of secretions that 
there is no interference with respiration. 


The next step in the treatment of pharyngeal 
paralysis is the use of aspiration. Aspiration of the 
throat should be carried out with effective apparatus, 
operated at a pressure not too great to be traumatiz- 
ing and with a suction tip that can be placed precisely 
where one needs it. A great deal of attention should 
be given to the technique of aspiration as a patient 
can be brutally abused by it. Aspiration must be car- 
ried out with extreme carefulness, yet with firmness 
and effectiveness. Too powerful suction can trau- 
matize the mucous membranes. Too frequent and 
vigorous use of the aspirator will greatly disturb or 
frighten the patient and can cause nausea and retch- 
ing. Fear of the aspirator can neutralize its good 
effects. In a child, for instance, the apparatus at first 
must be introduced gently around the gums and the 
lips so that the child becomes accustomed to it before 
it is finally placed where it is most effective, at the 
root of the tongue just above the larynx. I, myself, 
prefer a rigid metal aspirator that can be placed 
where one wants it. In certain cases of moderate 
severity, the procedure can be carried out more 
satisfactorily by the patient himself. I have seen this 
successful in a seven year old boy. 


A patient should not be given any food or fluids 
by mouth. The temptation to gavage patients is great 
as it seems simple to introduce food and fluid in this 
manner when there is nothing wrong with the 
stomach. The danger is too great, however, to permit 
such a procedure to be carried out. It is dangerous 
because of the great tendency for “bulbar” patients 
to vomit with consequent choking and cyanotic 
attacks and subsequent increase in secretions. Ade- 
quate prevention of ketosis and maintenance of body 
fluids can be carried out by rectal taps or by the 
parenteral administration of fluids during the acute 
stage of the disease, and gavage should not be resorted 
to until the patient is afebrile and hungry and past 
the danger stage. A constant intravenous drip is very 
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useful but not without danger from too large dosage 
of fluids. It is probable that overhydration may in- 
crease cerebral edema and, if a mistake is to be made, 
slight dehydration is probably preferable. Probably 
1/3 to 1/2 the fiuids should be saline and the rest 
5% glucose. 


Atropine has seemed to some doctors useful in dry- 
ing up secretions. I believe it is harmful as it only 
makes the secretions thick and sticky and harder to 
remove without completely eliminating them. It alse 
has an adverse effect upon the heart rate, which is in 
danger of escaping from vagal control anyway in this 
disease. 


The use of sedatives such as morphine or bar- 
biturates to permit rest is just as dangerous as in any 
case of laryngeal obstruction or respiratory obstruc- 
tion. The patient cannot be permitted to rest as long 
as every respiration has to be calculated. If rest can- 
not be obtained by postural drainage and aspiration 
and, if choking attacks still occur, tracheotomy is 
probably indicated. 


Tracheotomy: Tracheotomy is a radical step but 
often life saving. Its purpose is to furnish a free air- 
way so that the air necessary for respiration does not 
need to be moved down a pharynx full of secretions 
and through a larynx continually in spasm. Tracheo- 
tomy is often dramatically effective. One need not 
comment on the dangers of tracheotomy such as from 
pneumothorax and infection, although the latter 
danger is lessened now with our effective antibiotics. 
One should attempt to carry out tracheotomy long 
before severe choking attack or attacks of cyanosis 
make it obviously necessary as a last desperate at- 
tempt to save life. The indication, therefore, depends 
upon the success of the other two forms of treatment, 
postural drainage and aspiration, in keeping the 
pharynx clear. Although the pharynx may be clear 
enough by these techniques to prevent only oc- 
casional choking, if it cannot be kept clear enough so 
that the patient can also get rest, a tracheotomy should 
be carried out. One should consider the seriousness of 
the situation in a patient with pharyngeal paralysis 
whose every breath must be a consciously calculated 
and planned one, with inspiratory muscles continually 
alerted to a sudden expiration, which will be in- 
itiated by even slight aspiration. Such a_ patient 
gradually develops such extreme fatigue that he 
eventually lapses into unconsciousness even if this 
state has not resulted from aspiration and anoxia. 
These dangers must be prevented at all costs. 


There has been a recent wave of enthusiasm for 
tracheotomy. A tracheotomy most certainly is not 
necessary for every case of pharyngeal paralysis in 
poliomyelitis. In fact, in my experience, it is necessary 
in only a small fraction of all “bulbar” patients. There 
are many cases of palatal paralysis which simulate 
pharyngeal paralysis where obviously it is not neces- 
sary. Frequently, good results from careful and critical 
medical care can be obtained without resorting to a 
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tracheotomy, but constant observation during the first 
few hours of contact with the patient is necessary to 
make it evident whether or not it will be necessary. 


In case of the majority of patients with mild or 
moderate brain stem involvement, successful treatment 
depends considerably on one’s ability to get them to 
relax. One must make a serious effort toward avoid- 
ing excitement and giving a patient confidence. An 
otherwise simple situation can be rapidly changed for 
the worse when physicians and other attendants rush 
in an excited way around a room, hang a patient up 
by his feet to give him postural drainage, and thrust 
aspirators into his throat vigorously with an air of 
excitement. Although I realize the difficulty in dis- 
tinguishing the results of treatment from the effects 
of the progressive disease itself, I believe fear in a 
patient will greatly prejudice his outcome. A calm but 
certain worker with an attitude of confidence can do 
a great deal to make the simplest means of treatment 
of this disease effective. In certain patients one can 
tell in a very few moments that they are going to be 
so tense that they will not easily submit to effective 
aspiration of the throat. Such a patient will probably 
need a tracheotomy. In deciding upon this important 
step, therefore, evaluation of a patient’s emotional 
stability is just as important as any other part of the 
physical examination. Because of the very great 
emotional disturbance that some patients exhibit, it 
is tempting to resort to sedatives. It is doubtful that 
sedatives are ever justified because one is always un- 
certain how much of the excitement and fear is some- 
thing that could be alleviated by a sedative and how 
much is actually due to anoxia or fatigue, as a direct 
effect of pharyngeal paralysis. Under such circum- 
stances, a patient cannot be given the luxury of rest 
and a tracheotomy will be necessary. 


Although there is room for differences of opinion, 
in my own experience it is wise to carry out the 
tracheotomy under an anesthesia and in children, at 
least, avertin has seemed rather ideal. The excitement 
of tracheotomy done under local anesthesia can be fol- 
lowed by such rapid increases in the rate of the heart 
that one cannot avoid the feeling that it is a direct 
result of too great trauma and emotional stimulation. 


Laryngeal paralysis: We will not spend much time 
in the discussion of this feature. It is rare and it is 
difficult to diagnose. It can be most accurately 
diagnosed by laryngoscopy, but that in itself can be 
dangerous unless one is prepared to follow it right 
away with a tracheotomy. Obviously, equipment for 
effective aspiration should be available. Where it can 
be determined that a paralysis of the adductors that 
leads to inspiratory obstruction is present, it is obvious 
that a tracheotomy is cleafly and 


immediately 
indicated. 


Involvement of the respiratory centers: As far as we 
know, there is no single respiratory center. Its position 
has not been accurately anatomically defined. Never- 
theless, due to the grossly irregular or curiously slow 
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breathing or hiccough-like respirations, it is obvious 
in some patients that the central control of respiration 
is at fault. However, it is often extremely difficult to 
distinguish the irregular and disturbed respiration 
under these circumstances from that which results 
from unswallowed pharyngeal secretions, which con- 
tinually interrupt respirations and prevent a normal 
rhythm in patients with pharyngeal paralysis. I have 
some doubt that a tracheotomy will often prevent the 
ill effects of a disturbed respiratory center which 
otherwise would lead to death. Usually the differentia- 
tion can be made readily enough, however, either after 
observation of the attempts to swallow a tiny amount 
of water or because of the clearly evident gurgling 
respiration which results from pharyngeal paralysis. 
In case of doubt, one may feel justified in going 
through all the radical steps of the handling of 
pharyngeal paralysis with tracheotomy even though 
death may soon follow. 


It must be clear that obviously none of our treat- 
ments can be effective in all cases of “bulbar” polio- 
myelitis and, with our present state of knowledge, 
death all too frequently is inevitable. 


Much more could be said about the techniques of 
many procedures that have been outlined. How should 
oxygen be administered? With a tracheotomy, it is 
quite easy to administer oxygen with various types of 
apparatus such as a small cone over the tracheotomy 
opening. The greatest problem in any situation where 
there is a tracheotomy is to give the oxygen while at 
the same time leaving free access for observation of 
plugging of the tracheotomy tube with secretions and 
for aspiration. 


It is not my intention to discuss the use of the 
respirator here since, ordinarily, it is rarely effective 
in any of the situations which result from bulbar 
poliomyelitis, although occasionally a depressed 
respiratory center with slow regular breathing may be 
greatly helped. One has to keep in mind, however, 
that not infrequently respiratory muscle paralysis with 
clear indication for the use of the respirator exists 
simultaneously with pharyngeal paralysis. It is some- 
times difficult to differentiate these, although it can 
be done in most instances readily enough by careful 
and intelligent and experienced observation. In 
pharyngeal paralysis, a patient may frequently 
breathe for some time as if the diaphragm were 
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paralyzed or his intercostal muscles could not move, 
only to take a sudden deep breath which makes it 
clear that that has not been the situation. With 
pharyngeal paralysis, the patient seems to breathe in 
many curious patterns in an attempt to prevent aspira- 
tion. However, too frequently it may be necessary to 
carry out the treatment of “bulbar” poliomyelitis in a 
patient who is also in the respirator. The inconveni- 
ence of a respirator and a tracheotomy tube at the 
same time is obvious. The older respirator machines 
were made with a slanting front to make it easy to 
carry out a tracheotomy. The newer ones are much 
more difficult to use though some attempts have been 
made to modify them for this purpose. A few cuirass 
type respirators are available which fit some patients 
and, when they can be used satisfactorily, they do 
enable the treatment of pharyngeal paralysis to be 
much more readily carried out. We can only hope that 
such devices will be developed soon in an improved 
form. 


It is extremely difficult to evaluate therapy of brain 
stem poliomyelitis by statistical analysis and compari- 
son of mortality figures. We are forced to use our 
common sense and knowledge of physiology to decide 


whether or not we are accomplishing anything, and . 


we must admit that conclusions based on such evidence 
are dangerous. We have in poliomyelitis the best ex- 
ample of any disease, where many therapeutic ad- 
ventures have been undertaken and enthusiastically 
followed, only to be later discarded. The spontaneous 
variations of this disease are very great. Details of the 
characteristics of the disease vary in epidemics. The 
use of the diagnostic term “bulbar” varies. If we in- 
clude under bulbar palsies every patient with a facial 
or palatal paralysis, no matter how slight, we are going 
to get a low mortality, no matter what form of therapy 
is carried out. In any single case the degree of involve- 
ment of the vasomotor and vagal centers, to mention 
only those that we begin to understand, cannot be 
evaluated. A patient with evidence of only mild 
paralysis of the pharynx may die rapidly, with a very 
rapid pulse and apparent terminal cardiac and vaso- 
motor failure. We must remember that we have re- 
course only to symptomatic palliative treatment. A 
failure of direct effect from the essential features of 
treatment outlined in this report, that is, postural 
drainage, aspiration, or tracheotomy cannot be con- 
sidered proof that these procedures were unwisely 


undertaken. 
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Drug Laws 


Tuomas D. Wyatt 
State Drug Inspector 
Spartanburg, S. C. 


I have been invited to speak to you tonight on drug 
laws. We are all, more or less familiar with the differ- 
ent laws, rules and regulations pertaining to these 
laws. The first and the most important thing to re- 
member in regard to these laws is the purpose for 
which they were enacted. Not to regulate the practice 
of medicine or pharmacy but as a protective measure 
for public health. There is no intent to interfere in 
any manner with the physician or pharmacist in the 
legitimate practice of his profession. 

The most important of these regulatory drug laws 
are the Barbiturate laws, the Dangerous Drug Laws 
and the Narcotic Laws. With your permission I will 
take these three up separately. 


THE BARBITURATE ACT 

In 1938, the General Assembly of the State of South 
Carolina enacted this law and placed the responsibility 
of enforcement under the State Board of Health. How- 
ever, due to an oversight or some other reason, no 
appropriation was made to take care of the expense 
incurred in the enforcement. After several years of 
being kicked around the Executive Committee of the 
Board of Health made arrangements with the Board 
of Pharmacy for the State Drug Inspector to take over 
the duties of checking on this law. An advisary com- 
mittee was appointed by the Executive Committee, 
consisting of two physicians and two pharmacists to 
meet with the State Health Officer to draw up rules 
and regulations and make other recommendations for 
the proper enforcement of the Act. 


This program as recommended, consisted of press . 


releases, radio talks, personal contacts, and a copy of 
the law with rules and regulations, accompanied by 
an explanatory letter, mailed to every physician, 
dentist, veterinarian and pharmacist in the state, ask- 
ing their co-operation. Tonight I am happy to say, 
that we have had wonderful co-operation from the 
legitimate professional men of the state, and I am 
proud to tell you that South Carolina has the best 
record in drug law observance of any state in the 
union. 

The Barbiturate Law provides for the sale of Bar- 
bituric Acid preparations and their compounds, only 
on the prescription of a physician, dentist or 
veterinarian, or a person authorized to prescribe nar- 
cotic drugs. 

The law prohibits the possession of this class of 
drugs by any person other than a physician, dentist, 
veterinarian or authorized person under the Act, un- 
less the package containing the drug bears a pre- 


(This paper was presented by request at a meeting of 
the Pee Dee Medical Society in Florence, September 
16, 1948.) 


scription label with the prescribers name and address 
and the dispenser’s name and address, and adequate 
directions for use. Nothing in the Act shall be con- 
strued to prohibit or limit licensed physicians, dentists 
or veterinarians from dispensing barbiturates in the 
regular course of their practice, except however, upon 
any such barbiturate being dispensed by a physician, 
dentist or veterinarian, so much of such barbiturate 
not to be consumed in the presence of the person dis- 
pensing, same shall be placed in a container bearing 
the name and address of the prescriber and dispenser. 
In other words, the physician may dispense a dose of 
a barbiturate, but if he leaves several doses for the 
patient he must place a label on the container bearing 
his name and directions for taking. To fail to do this 
would be a violation on the part of the physician and 
would place the patient in the position of having il- 
legal drugs in his possession. 


Under rules and regulations promulgated by the 
Secretary of State, August 22, 1947, we find only four 
such regulations: 


1. It shall be required that all prescriptions for 
barbiturates and barbiturate compounds, not 
exempt by the Act shall be filed on a separate 
file from regular prescriptions. 

2. A prescription for barbiturates or barbiturate 
compounds not exempt by the Act may not be 
refilled during the period of the specified dosage, 
after which, it may be refilled twice within sixty 
days of the original prescription unless the pre- 
scriber specifies “do not refill”. 

(Under no condition may the prescription be re- 
filled exceeding the prescribed dosage unless so 
specified by the physician. ) 

3. A prescription for barbiturates or barbiturate 
compounds received over the telephone may be 
dispensed provided the signature of the pre- 
scriber is obtained within seventy two hours of 
the date of the prescription. The physician, 
dentist or veterinarian prescribing the barbiturate 
shall be equally liable with the dispensing 
pharmacist to see that the prescription is signed 
by him within the prescribed time. 

4. Barbiturates not exempt by this Act may be dis- 
pensed only by a licensed pharmacist, assistant 
pharmacist, or under the direct supervision of a 
licensed pharmacist. ° 


You have noticed mention of exempt preparations 
under the Act. These exempt preparations are Bar- 
biturate Compounds, containing not more than one- 
fourth of the standard dose of the Barbituric Acid 
preparation which in combination with active medi- 
cinal ingredients, the activity of which will preclude 
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the use of the compound to obtain the full effect of 
the Barbituric Acid. 


THE DANGEROUS DRUGS ACT 


This law was enacted by the General Assembly last 
year and was placed under the supervision of the 
Board of Pharmacy. In purpose and intent it is uniform 
with the Federal Acts relating to Pure Food and 
Drugs. 

The Act reads: It shall be unlawful for any person, 
firm or corporation to sell, giveaway, barter, exchange, 
distribute or possess in the state of South Carolina, 
sulfanilimide, sulfathiazole, sulfapyradine, sulfadia- 
zine, prontolin, pyramidon, aminopyrine, atophan, 
chloral, paraldehyde; abortifacient drugs, such as 
ergot, cotton root cantharidés; amphetamine or com- 
pound thereof; (except in denatured inhalers); har- 
mones, synthetic or natural, antifat preparations to 
include thyroid, thyroxin or such other drugs which 
are now or hereafter declared dangerous by the 
Federal Food and Drug Administration, and which 
are, in the discretion of the Board of Pharmacy of 
South Carolina, classified as “dangerous drugs” with- 
in the meaning of the Act; except on the prescription 
of a duly licensed physician, dentist or veterinarian, 
and such prescription shall be compounded only by 
a registered pharmacist, registered assistant pharma- 
cist, or under the direct personal supervision of a 
registered pharmacist. No such prescription shall be 
refilled except upon authorization of the prescriber. 


The receipt of numerous requests from drug manu- 
facturers, Physicians and Pharmacists for a list of those 
drug products which are considered dangerous when 
sold otherwise than on the prescription of a physician, 
dentist or veterinarian licensed by law to administer 
drugs, has caused the Pure Food and Drug Ad- 
ministration to point out that the Act places upon the 
manufacturer and the distributor, the responsibility 
for properly safeguarding the marketing of drugs 
which may be dangerous to the purchaser if dis- 
tributed without restriction. Obviously, it is impos- 
sible to list all drugs which may be dangerous, since 
not only the composition, but also the directions for 
use and the conditions in which their use is recom- 
mended, may have a very definite bearing on the 
question of safety or danger. 


When the legend “Caution, to be used only by or 
on the prescription of a physician” appears upon the 
package in lieu of directions for use, it is the obliga- 
tion of the pharmacist to observe the injunction that 
the article be dispensed only upon prescription. 


It is unlawful to offer for delivery, for pay or other- 
wise, any drug that is adulterated or misbranded after 
its receipt in interstate commerce. The pharmacist, 
therefore, assumes a direct responsibility when dis- 
pensing or selling drugs over the counter. No pharma- 
cist with an appreciation of responsibility by reason 
of his relationship to the public, and the confidence 
that consumers will place in his advice, may ignore 
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the warning placed upon the label gf a dangerous 
drug intended to restrict its distribution — indis- 
criminately. 

The refilling of prescriptions for potent drugs should 
be authorized by the physician. The patient requiring 
the administration of potent drugs should be under 
the continuous care and supervision of the physician 
while these drugs are needed. 


DRUGS DISPENSED BY PHYSICIANS 


I quote from the Pure Food and Drug Administra- 
tion, “It is our opinion that a physician who does his 
own dispensing is also acting in the capacity of a phar- 
macist and may avail himself of the exemption pro- 
vided by the section if he fulfills all the requirements 
of the section.” 

From this we must conclude that the physician may 
dispense a potent drug, provided he labels the drug 
with adequate directions for use and warnings of mis- 
use. 


RECORDS TO BE KEPT 


Again I quote from the Pure Food and Drug Ad- 
ministration, “The dispenser must either retain the 
physician’s prescription or a satisfactory record of the 
prescription. The physician, if he dispenses the drug, 
must retain in his possession a record of the article 
prescribed. 

Barbiturates are also classed under “Dangerous 
Drugs” by the Federal Pure Food and Drug Ad- 
ministration and bear the label “Caution, to be used 
only by or on the prescription of a physician.” 


HARRISON NARCOTIC LAW 


The Harrison Act was passed by Congress Decem- 
ber 17, 1914 and became effective March 1, 1915. 
A short time later the General Assembly of South 
Carolina enacted the Uniform Narcotic Act. The 
Federal Act is under the supervision of the Treasury 
Department and is primarily a revenue Act. The 
South Carolina Narcotic Act, uniform with the 
Federal Act is placed under the supervision of the 
Health Department, and is a Criminal Act. 

It is unnecessary to go into detail as to the proced- 
ure to follow to become registered under this Act, 
other than to state who is eligible for registration 
under the Act to prescribe and dispense Narcotic 
drugs. Only licensed physicians, dentists, and 
veterinarians are eligible for registration to prescribe 
and administer narcotic drugs. Licensed pharmacists 
are the only ones to dispense, with the exception of 
physicians, dentists, and veterinarians, in the regular 
course of their practice. 


RIGHTS AND DUTIES OF THE DOCTOR 


There has been some mis-understanding between 
physicians and pharmacists on several points in the 
Narcotic Act. 

A physician may write a prescription for anything 
he desires in the way of narcotic drugs, provided the 
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prescription is written for a bona-fide patient. He may 
obtain the preparation in the drug store and act as 
the common carrier to take it to his office to be later 
administered or given to the patient, or he may deliver 
it to the patient at home. There is nothing in the law 
that prohibits the physician from obtaining either for 
legitimate medicinal use. However, a physician may 
not write a prescription to obtain narcotic drugs and 
divert them to his own use, either to replenish his 
office supply or stock his emergency case. 


A physician must be in personal attendance upon 
a patient to write a narcotic prescription. Under no 
circumstances may he give absent treatment. No 
record is required to be kept of the narcotics he 
personally administers. However, if he does leave 
narcotics with the nurse or other person, to be ad- 
ministered in his absence, he must make a notation 
of the amount in his record book giving the patients 
name and address and date. 


A prescription must be issued for legitimate medical 
purposes. The responsibility for the proper prescribing 
and dispensing of narcotic drugs is upon the practi- 
tioner, but a corresponding liability rests with the 
pharmacist who fills the prescription. I quote from 
Article 167, “An order purporting to be a prescription 
issued to an addict or habitual user of narcotics, not in 
the course of professional treatment, but for the pur- 
pose of providing the user with narcotic drugs suffi- 
cient to keep him comfortable by maintaining his 
customary use, is not a prescription within the mean- 
ing and intent of the Act; and the person filling such 
an order, as well as the person issuing it, may be 
charged with violation of the law.” 


There is no intent to interfere with the physician 
or pharmacist in cases where physicians prescribe for 
diseases commonly known as incurable, such as can- 
cer, advanced tuberculosis and other diseases in this 
class, provided he is directly in charge of the case. 
Mere addiction, however, is not recognized as an in- 
curable disease. 


Narcotic prescriptions must be written in ink, or 
with an indellible pencil or typewritten, never with 
an ordinary lead pencil. The prescription may be 
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written by a nurse or other agent but must be signed 
by the physician prescribing. 


A great many people are under the impression that 
a narcotic prescription must be filled on the date 
written. However, there is nothing in the law which 
states the time that must elapse between the time a 
prescription is written and when it shall be filled. 


Telephoned prescriptions, I quote from Article 172; 


“The furnishing of narcotics pursuant to telephone 
advice of practitioners is prohibited, whether pre- 
scriptions concerning such order are subsequently re- 
ceived or not, except that in an emergency a pharma- 
cist may deliver narcotics through his employee or 
responsible agent pursuant to a telephone order, 
provided the employee or agent is supplied with a 
properly prepared prescription before delivery is made, 
which prescription shall be turned over to the pharma- 
cist and filed by him as required by law.” 


Mailing narcotic prescriptions by physicians after 
delivery is made by the pharmacist is not allowed. 


This has been the most prevalent violation of the 
narcotic laws we have in South Carolina. Under the 
law the pharmacist or his agent, must receive the 
signed prescription before delivery is made. The phy- 
sician should leave the signed prescription either at 
his office or at the home of the patient so that the 
pharmacist may comply with the law. The lack of 
proper co-operation has caused the pharmacist to be 
placed in an embarrassing position many times. If the 
pharmacist refuses to accept the ‘phoned prescription, 
the physician hangs up the phone in disgust and calls 
another pharmacist who is overly anxious for business, 
and is willing to enter a technical violation with the 
physician. Here I quote from another Federal statute: 


“Anyone who aids, abets, causes or persuades 
another to violate a Federal Statute, is guilty of a 
conspiracy.” 


I urge you, as physicians, to give your patient just 
a few more seconds of your time and sign their pre- 
scriptions for narcotics, barbiturates and dangerous 
drugs. Cooperate with your pharmacist in upholding 
the laws for the protection of Public Health. 
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THANKSGIVING 


It is appropriate that we should pause for a period 
at this time of year and list some of the things for 
which we are truly thankful— 

We are thankful that our country is still at peace. 

We are thankful for a material prosperity which is 
greater than that of any other nation in the world 
today. 

We are thankful that we live in a country which 
still enjoys the four great freedoms. 

We are thankful that in a world in which there is 
so much suffering we are still able to give of our 
substance toward the alleviation of that suffering. 

We are thankful that we belong to a profession 
which is still imbued with the goal of serving others. 

We are thankful for health and strength which 
enables us to carry on our daily task. 

Accept our thanks, O Great Physician, and give us 
the will to work and the capacity to serve, in Thy 
Name. 





SOUTHEASTERN REGIONAL CONFERENCE 


The South Carolina Medical Association recently 
served as host to the annual Southeastern Regional 
Conference and the event was highly successful. Un- 
fortunately the invitations were sent out a little late 
and the dates conflicted with a number of other medi- 
cal meetings, with a resulting fewer number in at- 
tendance than had been hoped for. The program 
itself, however, was good. Physicians who attended 
were given the opportunity to hear the problem of 
medical care discussed by various individuals outside 
of the profession itself—a distinctly refreshing and 
stimulating experience. In addition to those from this 
state, there were physicians from five other southern 
states in attendance—and this gave a regional tone 
and spirit to the occasion. An abstract of the ad- 
dresses given will be published in this Journal for the 
benefit of those who were unable to be present. 





CENTENNIAL DIRECTORY 
At long last the Centennial Directory has been 
printed and a copy is now in the hands of each mem- 
ber. Of necessity there may be an occasional error 


and for this we are sorry. If any such error is found 
we request that a note concerning this be sent in 
immediately so that it will not recur in future issues. 

The publication of such a Directory is no mean 
task and requires both time and money. Whether such 
a Directory should be published each year will depend 
upon the wishes of the members, and we invite com- 
ment. 

A small number of extra copies were printed and 
these are available upon request—fifty cents per copy 
to members of the Association, $1.00 per copy to 
non-members. 





PEE DEE CENTENNIAL 


We wish to congratulate the Pee Dee Medical As- 
sociation on the occasion of its one hundredth birth- 
day and to commend the society for the splendid way 
in which the event was celebrated. 

Over one hundred physicians from over the state 
were present for the meeting. The afternoon session 
consisted of addresses by the sons of the Pee Dee who 
have made a name for themselves in the world of 
medicine: Dr. Oscar Bethea of Tulane University, Dr. 
Louis Buie of the Mayo Clinic, and Dr. Eugene 
Pendergrass of the University of Pennsylvania. Dr. 
R. B. Durham, President of the South Carolina Medi- 
cal Association, brought greetings from that body. 

The evening period consisted of a social hour, a 
banquet, and an address by Dr. Buie. 

The Pee Dee Association is proving the worth of 
district medical societies. Each county in the area still 
has its own medical organization, but the members 
from all seven counties join together once a month 
for a scientific session. The programs are good, the 
attendance better than average, and the morale excel- 
lent. Other district societies in the state might take a 
leaf from the minutes of the Pee Dee Association and 
attempt similar meetings. 





A MEDICAL SERVICE PLAN 


Now that a Hospital Service Plan (i. e. Blue Cross) 
is now operating well in this state it is incumbent 
upon our Association to explore the possibilities for 
the establishment of a Medical Service Plan (i. e. 
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Blue Shield) in South Carolina. At the last meeting of 
the House of Delegates the matter was brought to the 
floor for discussion and was referred to the Council 
for further study and specific recommendations. 
Council is well aware of its keen responsibility in this 
matter and has already met to lay the groundwork 
for future study and action. When it is considered 
that South Carolina is one of the few states 
in the union that does not have some type of medical 
service plan in operation, we begin to realize the 
necessity for our Association to act. Present indica- 
tions are that Council will bring specific recommenda- 
tions to the House of Delegates for the establishment 
of such a plan in the near future. Before such recom- 
mendations are presented, however, each member of 
the Association will be given ample opportunity to 
study the proposals and to see for himself just what 
is involved. 





TWOSCORE YEARS 


It was just twenty years ago this month that we 
began the practice of medicine in South Carolina. 
Just twenty years—a single grain of sand on the sea- 
shore of eternity. And yet twenty years which are 
probably as momentous as any similar period in the 
history of man. 

As our mind travels back over those twoscore years, 
here are some of the things which stand out: the 
depression, bank closures, patients with sickness but 
little money, Hoover fading from the national scene 
and Roosevelt dashing to the front, the hectic days of 
the beginning of the New Deal, the N. R. A., the 
A. A. A., and the host of other alphabetical agencies, 
the slow uphill pull out of the depression, the W. P. A. 
with its good points and its terrible squandering of 
money, the hectic battles in the halls of Congress, the 
advent of chemotherapy and of the antibiotics, the 
early signs of war, Pearl Harbor, our members 
volunteering for service, Procurement and Assign- 
ment Service, the hardships experienced by our mem- 
bers in uniform, the never ending work of those who 
stayed at home, rationing, the inauguration of our own 
Ten Point Program, the list of casualties and the horror 
of war brought to us, the threat of Federal Medicine, 
the loss of some of our own members on the battle 
field, the atomic bomb, the joy of welcoming our col- 
leagues back home, the founding of the United Na- 
tions, great hopes for peace, high prices, the threat of 
Russia on the horizon, uncertainty, the possibility of 
World War Three. 

Twoscore years—what does the next twenty years 
hold in store for us? 





DIABETES DETECTION DRIVE 


The finding of the million unknown diabetics in 
this country poses a direct challenge to the American 
doctor. It is within his power to accomplish this feat. 
The existence of a million undiscovered diabetic pa- 
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tients in the United States has been demonstrated 
through a series of surveys, the most recent one con- 
ducted by the United States Public Health Service, 
The results of these studies now provide a spring- 
board for organized medicine and a golden opportunity 
for physicians to seize the initiative on their own in 
this significant phase of public health. 


The American Diabetes Association has planned a 
campaign to promote the early discovery and prompt 
treatment of the million undiscovered cases of diabetes, 
This campaign is unique in professional service, for 
according to plan the physician himself will be at the 
helm. Therefore, the plan cannot be prosecuted, or 
even started, without the endorsement and support 
of the entire medical profession through its governing 
bodies, national, state, and local medical 
societies. 


county 


The plan proposed by the Association is simple, 
direct, and sure. Through local diabetes associations, 
related to the American Diabetes Association and with 
cooperation of local, county and state medical 
societies over the United States and Canada, it is 
planned to carry out blood-sugar screening tests by a 
new five-minute micro-blood sugar method with 
simultaneous urinalysis for sugar with attention to the 
time in relation to the preceding meal. The procedure 
can be carried out apart from a formal laboratory. The 
equipment is still in the manufacturers’ hands but is 
to be available within two or three months. The only 
provision will be that the candidate must name a 
physician or clinic to which the results of the tests 
will be mailed for interpretation to the patient. Under 
no condition will a report be sent directly to the ex- 
aminee. The effort is to bring the unknown diabetic 
patient under his own physician’s care. There will be 
no statistics; no red tape. 

Simultaneously, the American Diabetes Association 
will carry on an intensive educational campaign 
directed first toward doctors’ post-graduate courses. 
It will be directed toward the layman by radio, news- 
papers and other publicity channels in addition to the 
“A.D.A. Forecast,” the Association’s bi-monthly maga- 
zine which brings to the diabetic patient home-spun 
articles on the disease by eminent authorities in the 
field. At the same time the Association will place in 
the hands of physicians over the country an authentic 
“Handbook of Therapy”. Containing the most up-to- 
date information available, the Handbook will assist 
the physician in treating diabetic patients. 


The week of December 6-12, immediately follow- 
ing the interim meeting of the American Medical As- 
sociation, will be proclaimed as “Diabetes Week”. 
This will be the formal beginning, the kick-off, of the 
Association’s Diabetes Detection Drive. From this 
start, the program will continue on a long-term basis. 


The Association is determined to do its part in 
finding these million individuals and guiding them to 
you, their physicians, for treatment. May we count on 
your support when the matter comes up before your 
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county or local medical society? The success or failure 
of the Diabetes Detection Drive depends upon you. 
You stand at the helm; this is your project. 
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Sincerely yours, 

Howard F. Root, M.D. 
Chm. Committee on 
Diabetes Detection, 

Amer. Diabetes Association 








THE TEN POINT PROGRAM 


M. L. MEADORS, ExXeEcuTiveE DIRECTOR AND COUNSEL 














SOUTHEASTERN REGIONAL CONFERENCE 


The Southeastern Regional Conference on Medical 
Service for 1948 was held at the Columbia Hotel in 
Columbia on October 12th and 13th. An annual affair 
for the past three years, the Conference met in 1946 
and 1947 in Atlanta. South Carolina and the South 
Carolina Medical Association were fortunate in having 
this State and its capital city selected as the site for 
the meeting this year. 

A number of outstanding speakers were included on 
the program and hearty approval of the work of the 
Conference generally, was expressed by those present. 

The meeting was opened on Tuesday afternoon, 
October 12th, with an address of welcome by Dr. R. 
B. Durham, President of the South Carolina Medical 
Association. On Tuesday evening, beginning at 6:00 
o'clock, Dr. and Mrs. Durham entertained the mem- 
bers of the Conference and their guests at their beauti- 
ful home “Sleepy Hollow,” near the city. 

The Tuesday Session was devoted to Rural Medical 
Service. Mrs. Wilma B. Sledge, Social and Educational 
Director for the Mississippi State Farm Bureau 
Federation, discussed “Rural Health Problems and 
Methods of their Solution.” From a wide practical 
experience with the subject in her home state, she gave 
a most interesting: resume of the difficulties en- 
countered in the effort to extend proper medical 
service to all the rural population of Mississippi, and 
of the steps which have been inaugurated and are now 
in progress toward meeting them. She emphasized the 
extent to which the shortage of hospital facilities, 
nurses and physicians’ services are inseparably related 
to each other and to the shortage of financial resources, 
in preventing the rendition of totally adequate service. 


Dr. William R. Pretlow of Warrenton, Va., discussed 
the operation of medical and hospital prepayment 
plans in rural communities. One of the founders of 
Virginia Medical Service (the Medical Prepayment 
Plan in Virginia) and now a member of its Board of 
Trustees, Dr. Pretlow, who practices in what he de- 
scribed as one of the most completely rural counties 
of Virginia, showed how the non-profit prepayment 
plans designed to make medical and hospital service 
more available to the lower income group could be 
made to operate on a sound, satisfactory and practical 
basis in farming areas as well as in the urban centers 
of population. 


Concluding the afternoon’s program, Dr. R. V. 
Platou, head of the Department of Pediatrics in the 
Medical School of Tulane University, described very 
interestingly the type of survey now being conducted 
by him and his associates at Tulane, throughout ten 
counties in southern Mississippi, for the purpose of 
determining the extent of the availability of medical 
care and hospitalization, the existing need, and 
particularly, the points at which additional medical 
service and facilities for treatment are essential. Ac- 
companying his remarks by a number of slides show- 
ing graphically the findings thus far, Dr. Platou 
indicated that in the opinion of those engaged in 
making the survey, the matter of supplying the needs 
would follow more or less automatically once the 
survey is complete. 

Wednesday’s program included prominently two 
South Carolinians who have done excellent work in 
their respective fields and who presented their sub- 
jects ably. The theme of Wednesday morning’s pro- 
gram was “Problems of Health in the Southeastern 
States” and its treatment approached by five speakers 
from as many different angles. 

Dr. C. L. Guyton, head of the Division of Hospitals 
of the South Carolina Department of Health, now 
engaged in administering the program for hospital and 
health center construction under the terms of the 
Hill-Burton Act, described in detail what is being done 
in South Carolina along this line. He pointed out many 
of the practical difficulties and the minimum require- 
ments that must be met in supplying treatment 
facilities, if the plan and purpose for which the 
Federal and State funds were appropriated are to be 
accomplished. 


Miss Katherine Edwards, now Principal of the 
elementary schools of Greenville, with a record of long 
experience in school work, spoke in a most interesting 
manner of the practical side of health problems among 
school children. Some of the deficiencies she pointed 
out as existing in the equipment and training facilities 
of some rural schools were, to put it mildly, surprising 
and, in some instances, rather astonishing. From her 
own experience, Miss Edwards made it clear that a 
teacher alert to the reaction of her pupils, can generally 
tell when all is not right with them from a health 
standpoint, and that the teacher should be encouraged 
to concentrate upon detecting and lending her aid in 
the improvement of the child in this respect as well as 
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from the standpoint of its mental training. The chief 
emphasis of her discussion was upon the fact that 
problems of this sort will have to be solved primarily 
by two groups; the teachers and the physicians. Both 
of these professional groups with background, view- 
point and occupation so directly related to the physical 
and social well being of the people must recognize, 
she pointed out, and concentrate upon discharging 
the responsibilities for which their training and pro- 
fessional status have fitted them. 


Mr. Cicero W. Kendrick of Atlanta, a prominent 
leader of organized labor and official of the Georgia 
State Federation of Labor, gave one of the sincerest 
and soundest appraisals of the situation as seen through 
the eyes of one in his official position that it has been 
our good fortune to hear in a long, long time. Mr. 
Kendrick pointed out that labor as a group is just as 
vitally interested as any other in preserving the free- 
dom and independence of the American way of life 
and that employees recognize that their welfare de- 
pends upon the welfare of the employer. This mental 
attitude, however, and that of other groups, does not 
alter the fact that many, many people, he said, are 
without adequate medical care and hospital service, 
through circumstances beyond their immediate control. 
He made it clear that while he did not favor a system 
of state medicine such as has been often discussed, he 
believed that this might be the ultimate result unless 
some other solution is found. He called upon the medi- 
cal profession to furnish the leadership in finding such 
a solution and pledged the co-operation of labor and 
other lay groups in any movement reasonably calcu- 
lated to relieve the situation. 


Dr. John T. T. Hundley of Lynchburg, Va. pre- 
sented the results of a survey conducted by him a few 
months ago in determining what the lay public 
generally thinks of the adequacy of available medical 
care and the things which need most to be changed 
to improve it. Dr. Hundley, who is a practicing physi- 
cian, specializing in internal medicine, sent requests 
to a large number of individuals in various occupations 
and strata of society, requesting their estimate of doc- 
tors and the service rendered by them. Some of the 
replies he received were enlightening and _ highly 
interesting, if not always entirely complimentary. As 
a matter of fact, however, the attitude consistently 
expressed by the majority of those who replied was 
one of favorable inclination toward the medical profes- 
sion; and the faults most frequently pointed out were 
in matters which, with a little care and attention on 
the part of the individual doctor, could be readily 
improved. 


Dr. Hundley’s paper was somewhat in the nature 
of a realization of the wish expressed by Robert Burns, 
“wad some power the giftie gie us to see oursels as 
ithers see us.” 


Comments on the subject from the standpoint of a 
Washington observer were given by Dr. Joseph S. 
Lawrence, who is in charge of the Washington Office 
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of the AMA Council on Medical Service. From his 
vantage point at the hub of government activities 
with respect to medical and hospital service, Dr, 
Lawrence brought valuable observations regarding 
the probable future trends. He called attention to the 
numerous bills introduced in the last Congress, some 
of which were passed, affecting one phase or another 
of the sub‘ect of medical care for all the people. It 
was his belief that the movement toward compulsory 
health insurance under government control has been 
arrested for the time being. 

Concluding the treatment of the subject and speak- 
ing from the viewpoint of a leader in organized medi- 
cine, Dr. Walter B. Martin of Norfolk, Va., a member 
of the Board of Trustees of AMA outlined the steps 
taken by the National Organization within the past 
few years in its active program to preserve the free 
system of the practice of medicine. He stressed the 
Ten Point Program of the American Medical Associa- 
tion adopted and now in process of execution. This, 
he believed, if properly activated and extended should 
go far toward answering criticism leveled at the profes- 
sion in the past and remedy most of whatever defects 
exist in the system of medical service, which has al- 
ways been a part of Democratic free American in- 
stitutions. 

Following luncheon at 1:00 o'clock at which the 
members of the Conference were guests of the South 
Carolina Medical Association, the session was resumed, 
the afternoon being devoted to general discussion, led 
by Mr. Thomas A. Hendricks, of Chicago, Executive 
Secretary of the AMA Council on Medical Service 
and Dr. Fred C. Hubbard of North Carolina. 

The two days meeting was attended by representa- 
tives of the medical associations of North Carolina, 
Virginia, Georgia, Florida, Tennessee and Louisiana. 
The total number registered was 53 and the general 
concensus of opinion seemed to be that the program 
arranged was successful in focusing thought and pre- 
senting prepared discussions upon those subjects of 
most vital interest to the profession, in its quest for 
an answer to the questions which have been so 
prominent in the minds of the public, during the past 
few years. No formal action was determined upon, 
and none was proposed by the Conference. The ideas 
expressed were for the further consideration of the 
delegates in their respective state groups, and for 
activation wherever possible, according to the means 
most adaptable in each area. 


The arrangements for the conference were in charge 
of a Committee composed of Dr. Julian P. Price, Chair- 
man; Dr. Walter B. Martin and Dr. H. B. Mulholland, 
Dean of the University of Virginia Medical School, 
Charlottesville and a member of the AMA Council on 
Medical Service. Dr. Mulholland presided at the first 
day’s session and Dr. Price on Wednesday. 





BRITAIN’S NATIONAL HEALTH SERVICE 


“Doctors and patients have now had a whole month 
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in which to sample the advantages, disadvantages, 
and shortcomings of the National Health Service. Most 
practitioners would agree, we believe, that the month 
has brought fewer changes than they feared. It is 
true that, for many of them surgeries have been un- 
usually heavy; but some of the extra work will not 
have to be repeated. Patients uncertain of their rights, 
or how to obtain them have come to ask questions, or 
to hand in forms. Others have waited for July 5 before 
presenting themselves to have their eyes tested, or 
their minor operations arranged. Private patients who 
formerly had repeat prescriptions filled by pharmacists 
now come to have each prescription written on the 
official form; but in course of time this additional 
labour will be reducible by prescribing, in some of the 
cases, medicine of a type or quantity that will demand 
less frequent repetition. 


“Administratively the initial stages proceed steadily 
and with surprising!y few hitches. The final count of 
doctors joining the service will not be known until 
allowance can be made for those whose names now 
appear on the lists of more than one executive council, 
and for those who have joined the service to secure 
their right to compensation, but who for reasons of 
age or infirmity, or because they now intend to special- 
ize, will soon be retiring from general practice. Even 
now, however, it is safe to say that enough doctors 
have joined to provide in all areas an adequate serv- 
ice. The patients have not, been backward in complet- 
ing their application forms, and the number of pa- 
tients on doctors’ lists is already said to approach 90 
percent of the population. The cards have come in 
quickly and many an executive council office has 
found it hard to keep pace with its inordinately heavy 
daily intake. Some delay is inevitable while patients’ 
cards are sorted, counted, and recorded, and one 
cannot expect the new record cards to arrive im- 
mediately after dispatch of the application forms. 
What is less excusable is that stocks of prescription 
and certificate forms received by executive councils 
before the appointed day have sometimes been in- 
sufficient to meet the practitioners’ needs, and that 
schemes are announced for opting out superannuation, 
and tor claiming compensation, before executive coun- 
cils possess the memoranda and application forms that 
will enable practitioners to make their claims. 


“The rapid enrolment of so high a proportion of 
the public has only too quickly revealed the uneven 
distribution of doctors. Reports from some under- 
doctored areas tell of doctors with lists already more 
than saturated, while from others come reports of 
groups of doctors faced with unexpectedly small lists, 
and shrinking incomes, spontaneously approaching the 
newly formed Medical Practices Committee with re- 
quests that their particular area shall be declared over- 
doctored and closed to the entry of further prac- 
titioners. Evidently the committee’s purpose, as well 
as its personnel, has been tacitly accepted, and it has 
quietly embarked on its tasks. 


“Patients have been confused. In particular, the 
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simultaneous launching of a National Health Service, 
participation in which is optional, and a National 
Insurance scheme, compulsory under penalty for most 
families, has led to every permutation of misunder- 
standing. But it does now seem that the relatively 
high rate of weekly insurance contribution which has 
become payable has been the determining factor 
which has decided so many to enter so quickly. Con- 
versely, a remarkably high proportion of elderly people 
have said that, as no direct weekly contribution is 
being asked of them they feel it unfair to avail them- 
selves of the benefits to which they are entitled. It is 
probable that many who so far have not signed cards 
will do so if in the ensuing months they need medical 
care. The fact that medicines cannot be supplied at 
the expense of the service to any but enrolled patients 
has brought many, and will continue to bring others, 
into the service. It will be surprising if the estimated 
98 percent of acceptances in the first two years is not 
reached long before this term is up. 

“July began with very unseasonable weather which 
did nothing to improve health or the temper of the 
British public. The incidence of infectious illnesses, 
too, seemed somehow to linger on this year, and the 
load of measles, mumps, and chicken-pox remained 
greater than usual. Nevertheless, we have got through 
the first month without undue disturbance, and the 
months that follow should allow the new service to 
get well into its stride before it has to bear the burdens 
of winter.” 
“The First Month,” The Lancet, August 7, 1948. 





FREE DIAGNOSTIC CLINICS 


Dr. Harry S. Mustard, long prominent in public 
health work, is well-known to South Carolinians, 
especially to members of the South Carolina Medical 
Association. A native and one-time resident of 
Charleston, with family connections there and else- 
where in the State, Dr. Mustard last year served as 
President of the American Public Health Association, 
at the same time holding the chair of Public Health at 
Columbia University. 

In a short interim among his varied activities in 
1947, Dr. Mustard took time to come to South Caro- 
lina and conduct a survey of the State Health De- 
partment, at the request of the Committee of Seven- 
teen appointed by the Council of this Association. The 
purpose of the survey was to enable the officers of the 
Medical Association to intelligently counsel with the 
legislative leaders of the State with respect to pro- 
posals for changes in the Health Department, and as 
a result, the Association was directly in touch with 
proposed legislation introduced, but not adopted, at 
the last session of the General Assembly. 

More recently Dr. Mustards has been serving as 
Health Officer for the City of New York. His appoint- 
ment to that post is further evidence that his 
knowledge of the subject is not simply theoretical, 
and of his ability to deal with the problems of public 
health from a practical standpoint. The following 
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THE ATLANTA GRADUATE MEDICAL ASSEMBLY 
_ JANUARY 24, 25, 26, 1949 
ANSLEY HOTEL 


ATLANTA, GEORGIA 


Among the speakers will be: 


Dr. George C. Burch 
Dr. Konrad E. Bloch 
Dr. Henry L. Bockus 
. Albert C. Broders 
Dr. George Crile 
Dr. Lester R. Dragstedt 
Dr. Ross Golden 
Dr. E. C. Hamblen 
Dr. Walter Kempner 
Dr. Oswald 8. Lowsley 
Dr. John S. Lundy 
. W. F. Mengert 
. William C. Menninger 
Dr. Rufus F. Payne 
.H. R. Smithwick 
Dr. Everett D. Sugarbaker 


Dr. O. H. Wangensteen 


The following hotels are reserving accommodations for this meeting; Ansley 
Hotel, Hotel Atlantan, Henry Grady Hotel, Biltmore Hotel, Cox-Carlton Hotel, 
Imperial Hotel, Clermont Hotel, Piedmont Hotel, Robert Fulton Hotel. We 
suggest you name your first and second choice and write immediately for 
reservation. Registration fee, $15.00, should accompany hotel reservation. Ad- 
dress, The Atlanta Graduate Medical Assembly, 768 Juniper St., N. E., Atlanta, 
Georgia. 
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editorial from the New York Times of August 13, 
1948, describes one interesting project originated by 
him, which has gained recognition by the press and 
public: 


“Physicians of this city have long been accustomed 
to referring their poorer patients to the Health De- 
partment’s Bureau of Tuberculosis for X-ray studies 
and to other bureaus for laboratory aid in diagnosing 
tropical, venereal, nervous, cardiac and dental diseases. 
Now Dr. Harry S. Mustard announces that a ‘pilot’ 
clinic will soon be established for the extension of 
these services as well as for periodic health examina- 
tions. The need is pressing. Ten years ago the late Dr. 
S. S. Goldwater described some eighteen diagnostic 
procedures which were necessary in what he called 
‘a typical neurological case’ and which called for the 
opinions of about sixteen specialists and laboratory 
technicians. The cost was not stated. It could hardly 
have been less than $250. Because of the higs cost 
of making the most of that which medical science has 
to offer in identifying an affliction—90 percent of good 
medicine is good diagnosis—physicians hesitate to send 
their needy patients to commercial laboratories. Dr. 
Mustard’s free ‘pilot’ clinic will come to their rescue. 
From it much can be learned that should be in- 
valuable in extending diagnostic service to cover the 
whole city. 


“Only patients referred to it by their own physi- 
cians will receive the new clinic’s diagnostic attention, 
whereupon they will be sent back to their physicians 
for treatment. The bitter controversy that has been 
raging for twenty years over what is unhappily called 
‘socialized medicine’ might give way to peace and 
understanding if the city and the country would go 
farther. Suppose we had free diagnostic clinics in every 
community—clinics to which anyone could go at any 
time for a thorough physical examination by a staff 
which has all the necessary technical aids at its dis- 
posal for the identification of any disease or affliction. 
Suppose that the finding reads ‘diabetes,’ ‘hyperten- 
sion, or some chronic disease. Would a patient who is 
sufficiently concerned about himself to visit the clinic 
in the first place fail to report the findings to his own 
physician and undergo a course of treatment? The 
physician would still retain his patient, who is his 
bread and butter, and the patient would be spared 
the necessity of spending what are to him impossibly 
large sums for laboratory tests. The free diagnosis 
might indicate a way of reconciling the views of 
organized medicine and those who see in compulsory 
health insurance the only way of bringing good medi- 
cine to all the people.” 





AMERICAN HOSPITALS 


Almost 18 million Americans were admitted into 
the 6,173 hospitals of the United States in 1947, ac- 
cording to the 1948 American Hospital Directory com- 
piled and published by the American Hospital Asso- 
ciation. This represents an average of one of every 
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eight Americans receiving hospital care. Approximately 
16 million patients, two million more than in 1946, 
were admitted to general hospitals during the year, 
the Directory reports. In addition, 40 million hospital 
visits were made by outpatients, those needing special 
tests or treatments without bed care. 


The average cost of caring for a patient for one day 
in a general hospital rose from $9.39 to $11.09 in the 
year 1946-1947; yet the average income from patients 
was $9.71, leaving a daily deficit of $1.38 per patient 
to be made up through voluntary contributions and 
gifts from the public. Part of the $2,354,344,000 ex- 
pended by hospitals in 1947 was for the salaries of the 
79 fulltime employees serving every 100 patients in 
all types of hospitals. General hospitals had approxi- 
mately 151 employees for every 100 patients to main- 
tain prevailing high standards of patient care. Hospi- 
tals spent about 400 million dollars more in 1947 than 
in 1946, because of higher wages, higher prices, and 
expanded services. 


The average patient going to a general hospital in 
1947 stayed for only eight days, as compared with 9.1 
days in 1946, the figures show. This reflects the spread- 
ing practice of entering hospitals in earlier stages of 
illness, possible for increasing numbers of people 
through Blue Cross and other prepayment plans, as 
well as wider recognition of the value of hospitals, 
improved treatment methods, and early ambulation. 


Hospitals in 1947 had total assets of approximately 
six million dollars, which is more than $42 for every 
man, woman and child in the United States. Of that 
amount, general hospitals’ plant valuation represents 
almost three and a half billion dollars, an average of 
$7,500 per bed. 


“Ten years ago, in 1937, 9,221,517 patients were ad- 
mitted to hospitals,” George Bugbee, executive direc- 
tor of the American Hospital Association reported. 
“During this ten-year span, hospital admissions have 
increased almost 100 percent. The facts revealed by 
the Association’s survey,” he said, “dramatically 
illustrate the increased recognition of the place of 
hospitals in the nation’s health and welfare.” Medical 
science and hospital care continue to progress steadily, 
Mr. Bugbee stated, and added that “while not always 
as dramatic or as attention-getting as other develop- 
ments in other areas of scientific advances, they do 
have a personal meaning for every individual in Amer- 
ica. The prospect is for better, longer and healthier 
lives.” 





ELECTION DAY 


By the time this appears Election Day of 1948 will 
be history. The election, despite the possibility and 
many predictions of a tie-up in the Electoral College 
will, in all probability, have been determined. This, of 
course, refers to the event itself. The results, however, 
will still remain to be seen. Not simply the four years 
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beginning January, 1949, but also the whole future 
course of our national life, may be affected by the 
result of the voting on November 2nd. 


Nor will it be possible for the medical profession 
to know on November 3rd with any degree of 
certainty what the future holds for it. Any who look 
forward to the advent of a Republican administration 
with a sense of relief, feeling it will bring a cessation 
of the agressive efforts toward complete socialization 
of medicine, we believe are seeing a mirage. As we 
have pointed out before, the record of Governor War- 
ren of California on the subject is too well established 
to be forgotten immediately, and whatever may be 
the plans and purpose of the occupant of the White 
House for the next four years, the laws are passed by 
Congress and the forces moving in the direction of 
State Medicine are too well organized and _ too 
determined to be turned back overnight. 


Speaking at a recent conference in Chicago, at- 
tended by representatives of the medical and dental 
profession, from all over the country, Congressman 
Fred E. Busbey, a member of the House Committee 
on Expenditures in the Executive Department said in 
part, “Many Americans today are smug and com- 
placent. They say that the November election auto- 
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matically will solve all of our problems. This thinking 
exists among many physicians and dentists in this 
country—The Wagner-Murray-Dingell Bill is dead and 
so the threat to our profession has passed.’ Nothing 
could be further from the truth. Nothing could play 
into the hands of our enemies more surely and 
definitely than that kind of thinking.” 


Speaking to the same gathering, Dr. Claude Robin- 
son, Research Analyst, Partner of George Gallup of 
Gallup Poll fame, and President of Opinion Research 
Corporation, put it this way: “As has been remarked 
here before, ‘Now that Governor Dewey is going to 
be elected everything will be solved.’ Well, that is a 
very naive point of view because politics do follow the 
grass roots. I don’t care whether they are Republican 
politics or Democratic politics, the job here is to 
create in the public’s mind grass roots symbols which 
will reflect themselves in the thinking of your 
representatives in Washington and in the state capitols. 
There is no other security than that.” 


The point made by these speakers, we think is well 
taken. It will be just as necessary that we be on the 
alert and active after January Ist as it is today, regard- 
less of the outcome on November 2nd. 








DEATHS 








WILLIAM DUNCAN GRIGSBY 

Dr. W. D. Grigsby, 68, died at a hospital in Colum- 
bia on the morning of September 28 after an illness 
of a few days. 

Dr, Grigsby, a native of Kershaw County, received 
his education in the schools of Blaney, Leesville Col- 
lege, and the Medical College of the State of South 
Carolina (Class of 1906). He had practiced medicine 
at Blaney for the past forty-two years and was one of 
the community’s most beloved citizens. 

He is survived by his widow, the former Miss 
Lillian Burns of Charleston; two brothers, and three 
sisters. 





PHILIP WILLIAMS HUNTER 

Dr. Philip W. Hunter died at his home in York on 
September 29, following a long period of declining 
health. He was 63 years old. 

Dr. Hunter received his education in the local 
schools of York, at Kings Mountain Military Academy, 
and was graduated from the Medical College of the 
State of South Carolina in 1911. For — our years 
he practiced medicine at York and won the love and 
respect of all who knew him. During World War I 
he served with the British Army throughout the war. 
He was captured by the Germans and held prisoner 
for nine months. He was awarded the Military Cross 
of Great Britian, the highest honor the British Empire 
could bestow upon an American citizen. In World 
War II he served as commanding officer of the York 
Home Guard unit. 

Dr. Hunter is survived by five sisters. 





GOODMAN BARE 
Dr. Goodman Bare, 54, died suddenly at his home 
in Starr on October 1. 
Born in North Carolina, Dr. Bare received his medi- 


cal training at Emory University School of Medicine 
(Class of 1920). He was Health Officer for Anderson 
County at the time of his death. 

Dr. Bare is survived by his widow and two sons. 


ROBERT FULTON ELVINGTON 

Dr. Robert F. Elvington, 64, died at his home in 
Lake View on October 5. A native of Lake View, Dr. 
Elvington was graduated from the Medical College 
of South Carolina (Class 1912). He began the prac- 
tice of medicine in Lake View in 1914 and continued 
this up until 1935 when he was forced to give up 
active work on account of his health. 

Dr. Elvington is survived by two daughters and 
three sons. 








NEWS ITEMS 
Dr. George Dean Johnson of Spartanburg, has an- 
nounced the association of Dr. Samuel E. Elmore, Jr. 
with him in the practice of pediatrics. 





Dr. R. M. Paulling has opened his offices at 91 
Rutledge Avenue, Charleston, for the practice of ortho- 
pedic surgery. 





Dr. Walter D. Hastings, Jr., has opened offices in 
the Montgomery Building, Spartanburg. He is limiting 
his practice to general surgery. 





Dr. Gordon Spivey has accépted the position of 
Medical Director of the Carolina Life Insurance Com- 
pany. He replaces Dr. Herbert Dove who has resigned. 





Dr. J. D. Gilland of Kingstree, has recently been 
elected a Fellow in the American College of Surgeons 
and was initiated into the organization at its recent 
annual meeting in Los Angeles. 
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ABSTRACTS 








Dumphy, J. E., & Hoer, S. O.: The Indication for 

Emergency Operation in Severe Hemorrhage 

From Gastric or Duodenal Ulcer, Surg. 24: 231- 
238 August, 1948 


The authors believe that the rate of bleeding is the 
factor above all others which governs the outcome 
on conservative management rather than the age of 
the patient, the number of previous hemorrhages and 
other considerations which have been used as an 
index. A clinical rule to assist in recognizing the rate 
of bleeding is as follows: if the rate of bleeding is 
such that stable circulation cannot be maintained 
with transfusions roughly approximating 1500 c.c. of 
blood per 24 hours, spontaneous cessation of the 
hemorrhage is unlikely and emergency operation 
should be undertaken. 


The source of bleeding in the upper gastro-intestinal 
hemorrhage must be known. About 20% are eso- 
phageal varices or gastritis and are not amended by 
emergency surgery. If the source is not obvious 
clinically or by previous examination, then x-ray ex- 
amination of the esophagus, stomach, and duodenum 
should be made preoperatively. If these methods 
demonstrate no lesions, it is wiser to withhold surgery. 


Patients were arbitrarily divided into four classes: 
1. Those who ceased to bleed soon after admission as 
evidenced by examination and hematocrit studies 
were not considered for operation. 2. Those who con- 
tinued bleeding after admission but required only 
500-1000 c.c. of blood per day to maintain stability. 
8. Those presenting evidence of shock and requiring 
1000-1500 c.c. of blood per day for stabilization of 
circulation were not immediately operated upon. 
Sometimes 1000-2000 c.c. of blood were required for 
circulating stabilization during the first few hours of 
hospitalization, and thereafter 500 c.c. given every 8 
hours. 4. If at any time after initial stabilization of 
circulation, and under transfusion regime, syncope, 
shock or merely sharp rise in pulse rate or lowering 
of blood pressure occurred, the patients were con- 
sidered in a precarious situation and operation seemed 
safer than expectant management with an even more 
rapid rate of transfusion. 


A comparison of results of treatment at the Peter 
Bent Brigham Hospital during the period 1946-1947 
and during the preceding 6 years (1940—through 
1945) when there was no systematic approach to the 
problem showed the mortality rate to have been de- 
creased from 7.6% to 2.2%. There were no operative 
deaths in the period 1946-1947. 


It is emphasized that a patient who is in shock on 


arrival at the hospital or develops evidence of it while 

under treatment, deserves the constant vigilance of a 

bedside team of internist and surgeon. 

Ochsner, Alton: Venous Thrombosis, Surg. 24, 
445-451, Sept., 1948 


Thrombophlebitis and phlebothrombosis differ in 
etiology, pathology, clinical manifestations, prognosis 
and therapy. Thrombophlebitis is inflammation of the 
venous wall with an intravascular clot; whereas, 
phlebothrombosis is characterized by an intravenous 
clot unassociated with inflammation of the venous 
wall. 


In both types of venous thrombosis the main pre- 
cipitating factor is stasis in the venous circulation. Bed 
rest, increased intra-abdominal tension from the use 
of tight abdominal bandages in patients with gaseous 
distention of the intestines compressing the vena cava, 
and shallow respiration all favor venous stasis. 


Symptoms of thrombophlebitis are fever, pain, cold- 
ness, whiteness and swelling of the extremities. The 
fever is the result of the inflammatory process in- 
volving the venous walls; the other manifestations are 
the result of ischemia caused by arteriolar spasm. 
These symptoms are likely to persist unless adequately 
treated. Emboli are unlikely to occur because the clot 
is attached to the venous wall. 


Phlebothrombosis is accompanied by few or no 
manifestations. Slight elevation of temperature as- 
sociated with elevation of the pulse rate is suggestive. 
When compression of the calf or foot is painful and 
forceful dorsal flexion of the foot causes pain in the 
calf and popliteal area (Homan’s sign), a diagnosis 
of phlebothrombosis can be made. 


Although the patient with thrombophlebitis has 
severe symptoms and may have persistent disabling 
sequelae, there is little danger to life. On the other 
hand, in phlebothrombosis there may be few or no 
manifestations but an embolic fatal outcome is always 
a potentiality. 


The treatment of venous thrombosis is primarily 
prophylactic. Atraumatic surgical technique, active 
movement of lower extremities and deep breathing 
exercises all lessen the danger. The curative treatment 
for thrombophlebitis consists of vasodilatation secured 
by anesthetizing the regional sympathetic ganglia 
with procaine hydrochloride. A technique of injection 
is described. Ligation of the vein is done only when 
suppurative thrombophlebitis is present. 


Because the thrombus is not attached to the venous 
wall in phlebothrombosis, it is imperative that either 
thrombectomy be done or the vein ligated above the 
thrombus. A technique of both is described. 
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While its high content of biologically com- 
plete protein ranks meat among man’s best 
protein sources, its contribution of many more 
indispensable nutrients further enhances its 
over-all desirability in the daily dietary. 

As is readily seen in the chart above, every 
kind of meat is an excellent source of high 
quality protein and of iron. Meat further sup- 
plies significant amounts of the three B com- 
plex vitamins, thiamine, riboflavin and nia- 
cin. Certain cuts and kinds of meat are, as a 
matter of fact, among our richest food sources 
of thiamine and niacin. All meat, regardless 
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of grade or cut, makes these contributions. 


Due to the excellent digestibility of meat— 
from 96 to 98 per cent—the metabolic avail- 
ability of its protein and other nutrients is 
virtually assured, making it particularly valu- 
able in many disease conditions in which 
these nutrients are especially needed. 
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PUBLIC HEALTH NEWS 








MISS CUNNINGHAM TO RETIRE 


Miss Nellie C. Cunningham, executive secretary of 
the South Carolina State Nurses’ Association, has re- 
signed her post effective at the annual meeting of the 
Association to be held October 7-9 at Charleston. She 
will be succeeded by Miss Carol J. Clements, supervis- 
ing nurse of the Richland County Health Department. 

Miss Cunningham received her A. B. degree from 
Winthrop College, and after teaching for five years, 
took nursing training at the Savannah Medical Hos- 
pital in Savannah, Georgia, graduating in 1912. She 
came to the State Board of Health in 1919 and in 
1921 went to Columbia University for her B. S. de- 
gree, returning to the State Board of Health in 1923. 

She served as assistant head of the Bureau of Child 
Hygiene from 1930 to 1933, when she was made chief 
clerk of the Bureau of Vital Statistics. 

She became executive secretary of the Nurses’ Asso- 
ciation in 1935, and has served in that capacity from 
that time. She is also executive secretary of the State 
Board of Nurses’ Examiners. 

Miss Clements, who has requested a year’s leave 
of absence from the State Board of Health, is a native 
of Georgia. She is a graduate of William and Mary 
College, Richmond, Va., and of the University Hospi- 
tal, Augusta, Ga. She received post graduate training 
in supervision theory at the Medical College of 
Virginia. 

Since coming to the State Board of Health in 1920, 
Miss Clements has served as nurse in Fairfield, Edge- 
field, and Abbeville Counties and as supervising nurse 
in Anderson and Richland Counties. 





TWO NEW HEALTH CENTERS 


Two community health centers in Orangeburg 
County, one at Holly Hill and the other at Branch- 
ville, were formally opened for public use on Friday, 
September 24. 

Large crowds attended the two dedication cere- 
monies and were taken on a tour of inspection through 
the buildings by personnel of the Orangeburg County 
Health Department. Cake and punch were served by 
committees of local women. Representatives of the 
State Board of Health who attended the opening 
eomney in Holly Hill were dinner guests of Dr. L. D. 
Wells. 

Dr. Ben F. Wyman, State Health Officer, who was 
principal speaker for both ceremonies, commended 


the people of the localities for their enterprising com- 
munity spirit which made the centers possible. 


INCIDENCE OF POLIOMYELITES 
1948 





Total Cases October 
County Jan.—Oct. 20 Cases 
Aiken 4 ! 
Anderson 10 ea 
Bamberg 2 Sis 
Barnwell 3 ie 
Beaufort 4 2 
Charleston 15 1 
Cherokee 15 a 
Chester 10 a 
Chesterfield 9 = 
Clarendon 3 1 
Colleton 1 wa 
Darlington 2 1 
Dillon 4 1 
Dorchester 3 1 
Edgefield 5 1 
Fairfield 6 was 
Florence 8 1 
Georgetown 1 shes 
Greenville 25 S 
Greenwood 6 a 
Total Cases October 

County Jan.—Oct. 20 Cases 
Horry 13 ue 
Kershaw 7 es 
Lancaster 13 a 
Laurens 8 —_ 
Lee 5 = 
Lexington 9 “ue 
Marion 4 a 
Marlboro 4 ies 
Newberry 4 nas 
Oconee 2 1 
Orangeburg 9 am 
Pickens 6 2 
Richland 31 1 
Saluda 1 a 
Spartanburg 13 1 
Sumter 6 oad 
Union 4 1 
Williamsburg 3 ie 
York 64 2 
Total 343 23 








BOOK REVIEWS 








CLINICAL LABORATORY METHODS AND 
DIAGNOSIS 
R. B. H. Gradwohl 
4th Edition. Three volumes 
C. V. Mosby Co. (St. Louis) 


Gradwohl’s_ Clinical Laboratory Methods and 
Diagnosis has always kept astride the continual growth 
of modern hospital laboratories. The new 4th edition 
in three volumes gives complete coverage of all the 
latest procedures. 

The detailed yet concise information is of equal 


value to the student technician and graduate alike. 
The comprehensive and all inclusive scope of the text 
is of such type and character that specialists in medi- 
cine and its related sciences are amply repaid in using 
this text as a constant reference. Present methods of 
education are met by the clinical and laboratory data 
which are woven together to depict clear, concise 
patterns. Heretofore, one has not hoped to find such 
a wealth of material in any other a volumes or 
under one author. The pr H need whether he em- 


ploys all graduate technicians or has a training school 
may have an invaluable aid on all current techniques 
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WHY MANY LEADING 
NOSE AND THROAT 
SPECIALISTS SUGGEST 





Where smoking is a factor in a throat condition, 
the physician may advise “Don’t Smoke.” 

But where the patient persists, many eminent 
specialists suggest “Change to PHiLip Morris”... 
the one cigarette proved definitely less irritating.** 
Perhaps you too will find it advantageous 

to suggest to your throat patients 

“Change fo Puitiep Morris.” For your 

own smoking as well, Doctor, in fact for all 
smokers, Philip Morris is by far the wisest choice. 





PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc. 
119 Fifth Avenue, N. Y. 


IF YOU SMOKE A PIPE... We suggest an 
unusually fine new blend—Country Doctor Pire 
Mixture. Made by the same process as used in 
the manufacture of Philip Morris Cigarettes, 


*Completely documented evidence on file. 

**Reprints on Request: 

Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; Laryngo- 
scope, Jan. 1937, Vol. XLVII, No. 1, 58-60; Broc. Soc. Exp. 
Biol. and Med., 1934, 32,241; N. Y. State Journ. Med., Vol. 
35, 6-1-25, No. II, 590-592. 
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ae their interpretation by having Gradwohl in his 
ibrary. 

Although this book is presented for general labora- 
tory procedures the material is not given in isolated 
form. The wealth of the text is in the correlation of 
the laboratory findings and the clinical picture. The 
entire context is devoted to the aim of keeping warm 
and viable an appreciation of the importance of the 
fundamental aspects of laboratory procedures to 
clinical medicine. The discussions are so comprehen- 
sive and yet so clearly presented that the pattern of 
pathological physiology readily comes to the mind of 
the specialist in any branch of medicine. 

It is refreshing to note a repetition of the preface to 
the first edition quoting the words of Dr. Victor C. 
Vaughan “that he who practiced medicine without the 
aid of a laboratory belongs to a past generation of 
physicians.” 

When we remember that Sir William Osler said 
“As is our pathology so is our medicine,” one can only 
speculate on the enthusiasm with which this great 
physician may have received these volumes. 

These three volumes of Dr. Gradwohl and his col- 
laborators have by and large succeeded in placing 
emphasis upon the team-work which is necessary 
without over-stressing the importance of the diagnosis 
of clinical conditions by laboratory procedures. The 
triumvirate of clinical manifestations, physical findings 
and laboratory data are lucidly integrated. 

J. W. McM. 








CORRESPONDENCE 








Dr. Ben F. Wyman 

State Health Officer 
Columbia, South Carolina 
Dear Dr. Wyman: 

The Public Health Service has decided as a matter 
of policy to discontinue its own routine production 
of vaccine which can be obtained from commercial 
manufacturers of biologics products. The chick embryo 
type vaccine for Rocky Mountain spotted fever, which 
has been produced and distributed by the Rocky 
Mountain Laboratory in the past, is now being manu- 
factured in adequate quantity by two commercial con- 
cerns, the Lederle Laboratories, Pearl River, New 
York, and Sharp and Dohme, Philadelphia, Penn- 
sylvania. Production of this vaccine at our Hamilton 
Laboratory has now been terminated. In the future, it 
will be necessary for health agencies and practicing 
physicians to supply their needs for vaccine from these 
or other commercial concerns which may become en- 
gaged in its manufacture. 

The tick tissue type of spotted fever vaccine will be 
withdrawn from production at the Rocky Mountain 
Laboratory at the close of the current season. The tick 
vaccine was the first developed against Rocky Moun- 
tain spotted fever but has been superseded by the 
chick embryo type similar to that used for vaccination 
against typhus. The tick vaccine will, however, be 
available from the Rocky Mountain Laboratory as 
long as the present supply may last. 

State Health Officers, particularly in those States 
in which Rocky Mountain spotted fever vaccine has 
been used extensively, may wish to inform physicians 
of any change which may be necessary next year in 
their procedure for securing spotted fever vaccine. 

Sincerely yours, 
Leonard A. Schule 


Surgeon General 
U. S. Public Health Service 
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FOR PATIENTS WITH 


ALCOHOLIC 
PROBLEMS 





... The Farm 


A non-institutional arrange- 
ment in Howard County, 
Maryland, for the individual 
psychological rehabilitation of 
a limited number of selected 
voluntary patients with AL- 
COHOL problems — both 
male and female — under the 
psychiatric direction of Robert 
V. Seliger, M.D. 


City office: 


2030 Park Ave. Baltimore, Md. 
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- Allen’s Invalid Home — 





FOR THE TREATMENT OF NERVOUS 
AND MENTAL DISEASES 


GROUNDS 600 ACRES 
Buildings Brick Fireproof - Comfortable 
Convenient - Site High and 
Healthful 
E. W. ALLEN, M. D., Department for Men 
H. D. ALLEN, M.D., Department for Women 
Terms Reasonable 


Established 1890 
MILLEDGEVILLE, GA. 








